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HEALTH AS A MEANS FOR FULL LIVING 
Jay B. Nash 


Health is not an end in itself; it is a means. The end isa 
well-adjusted, wholesome, self-directed individual, meeting 
his responsibilities in the society in which he lives. Health 
should therefore not be thought of as the first objective of 
education. What one does with his means always takes 


precedence. 

Health is the ability of the humz.. organism to sustain 
adaptive effort. It is a condition of the organism, something 
that can be measured in terms of one’s ability to perform 
tasks, to resist fatigue, and to recover quickly. The status 
of one’s health varies from time to time. Under certain cir- 
cumstances, it reaches nearly to hereditary capacity. At 
other times, it falls low. Health, therefore, will be thought 
of as physiological health, a condition of the organism. 

Wholesome personality is a much broader term than 
physiological health. The term, or the achieving of such a 
personality, involves skillful co-ordination and problem 
' solving based upon interpretive thinking and emotional and 
social adjustment. The relations are very intimate. Opti- 
mum health lays the foundation for the wholesome person- 
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bond 


ality, but the latter, in turn, is a definite asset to the func- 
tioning of the human organism. 

When these personality traits or factors are on the posi- 
tive side, that is, where there is an expression of pleasurable 
emotion and an absence of worry, fear, and tension, the 
functioning of the body will be influenced favorably and 
body efficiency will be increased. If, on the other hand, 
these factors are negative, the body will be unfavorably 
influenced. 

Therefore, all so-called healths must be rejected and no 
definition accepted other than that health is a condition 
where the human organism is functioning most efficiently. 
As Sherrington long ago pointed out, “attention is the acme 
of integration.” 

Health education should be thought of in terms of the 
total process by which persons become aware of health needs 
and practices essential to their well-being. Who is responsi- 
ble for health education? The physician in his office when 
he advises a patient, the dentist when he discusses the con- 
dition of teeth, the public-health official when he gives in- 
struction on contagious diseases, the teacher when she 
instructs children on matters of nutrition and the workings 
of the human organism in order to promote their welfare, 
and the parent when he provides the environment in which 
the child lives—these, together with others and conditions 
in the community, contribute to the sum total of health edu- 
cation. This education becomes an objective for the school 
and the community. It should be thought of as a process, 


and health as the product. 


Elements in the Health Pattern 


It could be said that the state of being healthy begins with 
being born well and ends with the problem of old-age secur- 
ity. Many local, state, and national agencies must assume 
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responsibility if the task of following a community health 
pattern is to be done well. The school takes children at 
about the age of six and carries them for twelve years or 
more. Obviously, the schools should not be charged with 
the total responsibility for the building of health. For 
twelve years the school has a remarkable opportunity to join 
hands with other agencies in making health a major objec- 
tive. The school’s part is a particularly complicated one 
because of the administrative independence that has been 
accorded to it in this nation. The key to the solution is co- 
ordination and co-operation, even though working out prob- 
lems co-operatively often involves delay, overlapping, and 
the underserving of certain groups. 

Working out problems together is the American pattern, 
and getting people to think through their problems and to 
work co-operatively with others in the long run will be the 
best way to strengthen this pattern and to ensure self- 
direction ou the part of citizens. 

While there are a number of essential elements in health, 
they should not be thought of in terms of first, second, and 
third steps. Step four does not necessarily have to wait 
until the first three have been taken. Freedom from handi- 
caps and devitalizing drains, pleasurable emotions, health 
habits, and exercise operate together in a unity that is life 
itself. 

Freedom from handicaps. Every effort should be made 
to prevent defects or diseases that hamper or handicap the 
proper functioning of the body. Those that cannot be pre- 
vented should be treated. The body should be given all pos- 
sible help through vaccination and immunization procedures 
in order to help it carry on a fight against its natural en- 
emies. Accident-prevention measures should be inaugurat- 
ed. Rest, sleep, relaxation, and nutrition tend to help man 
hold many of his disease enemies at a safe distance. Fatigue 
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and malnutrition lower the resistance of the body to invad- 
ing organisms, usually disease bacteria; hence, resistance to 
fatigue is in and of itself a protective measure. 

School doctors, dentists, nurses, and teachers should sus- 
pect and detect deviations from the normal. School admin- 
istrators should insist on treatment and correction either 
by a home physician and dentist or at school and public 
clinics. Some forms of prepayment medical treatment and 
hospitalization seem imminent. If this is so, the problem 
may be easier to solve. 

One encouraging note which must never be forgotten by 
teachers and parents is that the normal body has tremendous 
ability to resist fatigue and disease. Another encouraging 
thought is that usually long before an individual is pushed 
to the danger point the body flashes many red-light signals. 
A person becomes tired, a fact that in health or in sickness 
is an important signal meaning “slow up.” Pain is a danger 
signal, as are dizziness, nausea, and pallor. David B. Dill 
of the Harvard Fatigue Laboratory notes that unless chil- 
dren are pushed by overenthusiastic adults they will stop 
activities when they become tired. This, he indicates, is 
well short of the brink of exhaustion or the danger point. 

-Pleasurable emotions. This phase of physical fitness 
refers to the positive side of “mental hygiene.” It is more 
than freedom from strain. It is the release of power that 
comes when one is enthusiastic about the thing he is doing. 
The late Frankwood Williams proposed the following ques- 
tion at a scientific meeting: ‘Why is it that a happy man 
can do two to three times as much work as the grouch, with 
less fatigue?’ Pleasurable emotions of the happy individual 
make it possible to accomplish more with less fatigue. With- 
out this enthusiasm few men attain major achievements. 
They stop, believing they are tired, long before there is any 
danger of overdoing. Psychological levels of effort have 
been reached by men and women suffering from great 
handicaps. 























HEALTH AS A MEANS FOR FULL LIVING 5 


Health habits. Health habits are ones that the individual 
should acquire as part of his everyday behavior. It is not 
enough to learn about these things. They are behavior pat- 
terns that the individual must acquire through doing. 
Wholesome health habits should be those that promote 
growth and development of the individual and at the same 
time provide for maximum protection for himself and his 
fellow beings. 

Accomplishment standards should be set so that parents 
and teachers may be guided in the progress which children 
are making. There should be a “fit to come to school” 
standard, and then succeeding ones for at least the ends of 
the second, fourth, sixth, ninth, and twelfth grades. A 
variety of techniques should be used to bring children up 
to these standards. Naturally, many health habits center 
around standards of sleeping, eating, elimination, and per- 
sonal cleanliness. Three of these health habits stand out 
as being major, namely, sleep, rest, and nutrition. Sleep is 
one of the most fundamental of these habits. Sleep is the 
body’s time for recuperation. During sleep, fatigue products 
are eliminated and the body battles disease. In spite of 
exceptions that have been dwelt on widely, most individuals 
need at least eight hours of sleep daily—children, more. 
Just as important is the problem of rest. Rest should not be 
thought of in terms of the dictionary definition, absence 
from activity. There is no such thing as getting away from 
activity. There are muscular contraction and body move- 
ment even in sleep. Rest should be defined as activity car- 
ried on at a slow, rhythmic cadence. This does not neces- 
sarily mean sleep or even lying down, although both are 
rest. Rest means the ability to move, walk, stand, or sit in 
a relaxed fashion. It has a play and a recreational aspect. 
Adequate nutrition means a balanced diet including not only 
the essential foods but also adequate vitamins and minerals. 

Exercise. Assuming three conditions, freedom from 
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devitalizing drains, wholesome health habits (particularly 
adequate nutrition), and pleasurable emotions, organic 
power is built in accordance with the age-old law of use 
which means physical exercise. That which is used devel- 
ops and that which is not used atrophies. Hence, power 
is built in any muscle group, which includes the heart, and 
in the body as a whole by means of use. Throughout the 
elementary-school day this requires hours, not minutes, per 
day. The elementary-school-age child should have the 
opportunity of engaging in activities that involve the total 
body, generally choosing his own pace, from three to four 
hours a day. If this has been done well, the amount of time 
for the adolescent probably can be reduced to about two 
hours and, after the peak of growth has been reached in 
the twenties, probably to one hour. 

Exercise should be thought of in the light of all implica- 
tions previously listed: age, sex, heredity, and environ- 
mental handicaps. Exercise carried on with moderation, 
avoiding the explosive and unusual types, should go on as 
long as life. Much harm has been done by spectacular pub- 
licity that warns men of the danger of exercising strenu- 
ously after forty. Avoid excessive or too strenuous exer- 
cise, yes, but keep up regular exercise and normal living or 
die. But withal, an individual, even one recovering from a 
handicap as severe as a major operation, infantile paralysis, 
or a cardiac disorder, can attain his potential fitness possi- 
bilities only through adapted exercise. In this, the increase- 
the-load principle is essential, that is, add a little more each 
day to the task performed. Freedom from defects is not 
enough. Power is built in use. “To him that hath shall 
be given” carries not only a moral and religious implication 
but also a physiological one. Strength and skill necessary 
to perform tasks efficiently and easily must be achieved 
through action. Optimum power can be attained only 
through an exercise program, one that is stepped up week 
by week until acceptable results are achieved. 
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Leadership 

If the total health-building process is to be given direc- 
tion, wise, scientific leadership is essential. The community 
must have its share in seeing that the child is born well. The 
family must assume protective and nutritive responsibilities 
in the early years. Parents must be aided in this by doctors, 
dentists, and public-health officials. During the years from 
six to eighteen, the school must take the responsibility for 
examinations, protection, and guidance. 

In the absence of school doctors and nurses, the lay 
teacher may “suspect, detect, and refer.”” The lay person can 
see many signs of deviation from the normal, but refer- 
ence for diagnosis and treatment must go to the physician. 
A child has the right to be happy, as optimum health cannot 
be enjoyed without happiness—happiness so that growth 
and development are proceeding harmoniously. 

Throughout all this, the physical-education director has 
the responsibility of providing wise leadership through 
stimulating, power-building exercise. The health educator, 
aiong with all other teachers, has responsibilities relative 
to guidance and the teaching of community and personal 
hygiene. 

The health co-ordinator has the responsibility of organiz- 
ing the various influential health elements in the school and, 
where possible, outside the school in order that the child 
may have the physiological basis for living a full life. 


Jay B. Nash is Professor of Education and Chairman, Department of 
Physical Education, Health, and Recreation, School of Education, New York 
University. 








SOCIAL ASPECTS OF HEALTH EDUCATION 
C. E. Turner 


What is the place of health education in our social 
ideology? It obviously would have an important place in 
the United States as it was conceived by the founding 
fathers. They planned a democracy of freedom, equality 
of opportunity, and reward for effort and initiative. They 
put a floor under the standard of living by allowing the 
unfortunate, the unintelligent, the shiftless, or the unem- 
ployable to “go on the town” and be taken care of. But in 
the early days that social status was not highly regarded. 
There was no ceiling on the economic status that one might 
hope to reach honestly through unusual effort and superior 
ability. 

It was the intent that every normal man should be able 
to earn an independent living, educate his children, take 
care of the health of his family, provide against a “rainy 
day” when he might be out of a job or meet with some loss, 
and save enough to take care of him in his old age. In the 
early, simple, rural, “town-meeting’’ economy it was easy 
to see the value of education and industriousness and of 
wholesome and hygienic living, to see the reward of effort, 
to know where “government expenditures” went and where 
the money.came from. The family’s responsibility for its 
own health was great and education for healthful living 
of obvious value. 

Is there danger that today we may lose sight of the value 
of family responsibility in the midst of a more complex 
economic pattern in which people are increasingly looking 
to government for every kind of security? Millions of 
people now work in factories where they have no way of 
knowing how much or how little they really earn. The rela- 
tion between effort and reward seems to have disappeared. 
Partly because of this their pay is increased, not by their 
own efforts, but by labor-union pressure. Perhaps the union 
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even puts a limit on ‘“‘the number of bricks they lay.” They 
lose sight of the fact that wealth must be produced be- 
cause they cannot see the economic process by which. it is 
created. Government seems to have unlimited wealth, and, 
since many of the taxes are hidden, the citizen does not 
know what a billion dollar outlay costs him. We talk about 
free clinics, as though nobody had to provide the money 
for them. Federal grants to states, particularly, are hailed 
as benefits for which nobody has to pay. Thousands of 
people do not realize that they are paying directly for gov- 
ernment benefits. People have the notion that one does not 
have to work for a living; all he has to do is vote for it. 

This tendency for government to take over the responsi- 
bility of the individual is furthered by government itself. 
Doing for people gets votes. Government fears that many 
people lack the thrift and prudence to take care of them- 
selves, and so government must exercise those qualities for 
them and direct the lives of the weak. The old frontier is 
gone. The opportunity is unlimited and cemptation strong 
to live up to one’s income. Perhaps it is more difficult than 
in the past to be independent and provide for one’s own 
security. The old question remains, however. Shall we give 
the man an adequate wage and really make him provide for 
his own health and security, or shall the government take 
all the wages except for food, clothing, and shelter and give 
it back to him in various benefits ? 

Thus we tend to substitute “service” for “education” and 
“government protection” for “individual responsibility.” 
The extension of humanitarian service often goes so far 
as to defeat its own end. For example, in Massachusetts 
there were more jobs in 1947 than there were available 
workers. It was the type of year in which unemployment 
insurance should build up a reserve. Nevertheless, the state 
unemployment fund paid out nearly twenty million dollars 
more than it took in. 
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In public health we are constantly confronted with the 
question, “Shall we solve this problem by education or by 
service?” Education gives man the tools that enable him 
to do things for himself. It strengthens him. Service should 
do for him only those things he cannot do for himself. If 
it does more it weakens him. We should plan public-health 
programs to use education instead of service where we can. 

If we want to educate children to use medical and dental 
service as adults, we must give them some responsibility for 
securing such service for themselves while they are grow- 
ing up. As a stimulus to healthful living, medical care at 
the expense of the family, whether prepaid or not, is much 
more powerful than a system in which a huge public fund 
takes care of you whenever you are ill. If, for the first 
seventeen years of life, medical and dental services are 
brought to the child whenever they are needed, the idea is 
pretty well established that government has accepted the 
responsibility for individual care. Actual experiments in 
Malden, Massachusetts, and in New York City have shown 
that as much can be done in correcting dental defects by 
an educational program which sends every child to his den- 
tist or to a clinic as by providing dental examinations in 
school. One plan developed active responsibility; the other 
plan developed passive acceptance. 

If we want boys and girls to select an adequate diet as 
adults, we must educate them in the choice of food and not 
merely furnish them balanced lunches. If we are to control 
communicable disease, we should enlist and develop intelli- 
gent individual action. We need to scrutinize each of our 
school-health and public-health activities to see whether we 
are making full use of our educational opportunities. We 
are tempted to solve every health problem by adding another 
health service to do things for people or to people that they 
ought to do for themselves. 

We should go further and ask ourselves what kind of a 
society we are trying to produce one hundred years or two 
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hundred years or five hundred years from now. As society 
looks ahead, it can conceive the hope that someday almost 
every human being will be well, intelligent, physically vigor- 
ous, mentally alert, emotionally stable, socially reasonable, 
and ethically sound. At least society must concern itself 
with progress toward that goal. 

We do not want a society of feeble children, each car- 
ried through life in the arms of a staff of specialists, expert 
in the care of all conceival'2 defects of mind and body. And 
yet we find relatively little attention given to eugenics. Our 
all-engrossing aim seems to be to provide expert care and 
special services for every defective or subnormal individual. 
Do not misunderstand me. I am for that, but not to the 
exclusion or neglect of our best effort to prevent these 
abnormalities, defects, and deformities. In the fight against 
infantile paralysis, the National Foundation provides med- 
ical care for every poliomyelitis patient who needs such 
assistance; but at the same time it is also carrying on re- 
search to stamp out the disease and prevent future crippling. 

A child is defective because its mother had seriously in- 
adequate nutrition throughout pregnancy or had German 
measles during the second or third month. Of course, he 
should have special attention; but society is to blame for 
that boy’s suffering if it could have, by educational means, 
taught the mother to eat properly or to avoid the German 
measles infection. Half our hospital beds are now filled 
with patients suffering from mental disease, and the rate 
is still rising. Any rising line eventually reaches the top 
of the graph. How far must this line be projected before it 
reaches the point where there are not enough mentally well 
people to take care of the mentally ill? Yet we have in- 
adequate research and education on prevention. 

Unlimited service for a sick society is not our goal. In 
our humanitarianism we have said to the Ruler of the 
Universe, of which this planet is as a single hydrogen atom 
in an ocean, “You have evolved man from a protozoan 
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slime, but You have done it by a cruel process of the struggle 
for existence and survival of the fittest; henceforth we pro- 
pose to care for the weak.” Perhaps if we listen, through 
the knowledge man has accumulated, we may be told, “The 
laws of the universe do not change; the strong still survive. 
If man is to control evolution, then the strength of his 
family, his nation, and his race is his responsibility. Stop 
those evolutionary processes which are cruel, but as you do 
so remember that you are accepting the responsibility to 
continue evolution by more kindly means.” 

To ease the pain and suffering of an individual is a 
generous and satisfying experience. To contribute to the 
quality of human protoplasm to the end that future genera- 
tions shall not have such individuals would be more useful. 
But we have no adequate program of education concerning 
the problem or of research into ways of solving it. We do 
not adequately scan our public-health and school-health pro- 
grams to see where we strengthen and where we weaken 
the individual. 

Health education has social implications in another way. 
At its best it is problem solving. The whole community, 
including the schools, takes part in solving health problems 
and this is a social and democratic procedure. In school- 
health education we have learned that knowledge alone does 
not develop healthful living, that the child’s experience out- 
side the hygiene class is as important as his direct instruc- 
tion in improving his health habits. We have found that 
health education must include planned learning experiences 
for the child in connection with health services, communica- 
ble-disease control, school sanitation, and the whole pro- 
gram of daily living at school. It must be even broader than 
this and reach into home and community life. Indeed, 
public-health education and school-health education have 
both come to realize that the solving of health problems in 
the school and in the community is the most valuable type 
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of educational procedure. If these problems remain un- 
solved, theoretical discussion of what ought to have been 
done leads the child to frustration and confusion instead 
of health progress. Thus, modern health education in which 


-community leaders and school systems join in studying and 


solving the health problems provides an experience in 
democracy and in democratic living that has social values 
equal to the health values. 

Those who work with the handmaiden Education make it 
possible for people to do for themselves. They provide for 
learning experiences. They open the door to the treasure 
house of knowledge and point the way. They bring the 
would-be skater to the ice and help him to his feet; they 
bring the potential swimmer to the water and direct his 
efforts. Let us see that the health experiences which we 
provide are strengthening to the individual and to society. 





C. E. Turner, A.M., Ed.M., Sc.D., D.P.H., is Professor Emeritus of Public 
Health at the Massachusetts Institute of Technology. 





TEACHER CONTRIBUTIONS IN SCHOOL HEALTH 


Charles C. Wilson 


A recent publication of a state department of education 
contains the statement, ‘“The teacher is the key person in all 
school-health activities.” This may produce a raised eye- 
brow among those who think of school-health activities as 
functions of doctors and nurses, and it may cause others to 
wonder if a teacher, in the light of her other responsibilities, 
has time to function as a key person in the school-health 
program. But regardless of these reactions, it is likely that 
school-health programs will improve in proportion to the 
extent to which school-health efforts center around the class- 
room teacher and her day-by-day relations with her pupils. 
This does not in any way depreciate the contribution of 
physicians, nurses, psychologists, nutritionists, and other 
health specialists, but it does indicate that the work of these 
individuals must be related to that of the teacher. 

The place of the teacher in the school-health program has 
changed during the years. Newer viewpoints are based in 
part on a more functional approach to the health problems 
toward which school efforts are directed. 

Consider, for example, school efforts to control the spread 
of communicable diseases. Physicians were brought into thé 
schools for this purpose, but their efforts were not success- 
ful. They would “inspect” a school every month or two and 
exclude those who showed evidence of a contagious disease. 
But new cases of communicable diseases would develop the 
week after the doctor’s visit. The nurse came into the school 
and at first spent much time making routine class inspec- 
tions, inspecting more frequently than her physician prede- 
cessor. But pupils still developed measles or chicken pox the 
day after the nurse’s inspection. These ineffective efforts to 
control the spread of disease were followed by measures that 
placed considerable responsibility on the classroom teacher. 
She was first expected to observe each pupil at the beginning 
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of each school day and arrange for the exclusion of thosé 
who did not seem well; later, continuous observation was 
substituted for morning inspection, on the ground that 
children who are well when they come to school may get 
sick during the day. Certainly, this procedure, centered 
around the teacher, can be of much greater value than inter- 
mittent inspection by either a physician or a nurse. 

Present-day policies for preventing the spread of com- 
municable diseases recognize the need for co-operative and 
co-ordinated effort on the part of administrators, physicians, 
nurses, and teachers. The administrator, with the help of 
others, outlines general policies; the nurse assists the 
teachers; the teachers work with the pupils. 

Comparable changes have occurred in school procedures 
directed toward the emergency care of sick or injured pupils. 
A high-school principal with whom I was talking a short 
time ago expressed the opinion that he needed a full-time 
nurse in his school of 800 pupils, “so that students who get 
injured can immediately receive first aid.” I discussed this 
matter with him, pointed out that many of his teachers were 
prepared to administer first aid, and expressed the opinion 
that a nurse could spend her time to much better advantage 
than by merely waiting for an accident to happen, or for 
someone to get sick. As a result, the principal requested the 
nurse serving his school part time to (1) discuss first-aid 
procedures with all teachers, telling how the need for first 
aid could be utilized for health-education purposes, (2) dis- 
tribute to all teachers copies of written policies prepared co- 
operatively by the school physician, nurse, and several 
teachers that describe procedures to be followed in different 
types of accidents and sickness, (3) acquaint teachers with 
the first-aid supplies at hand in different parts of the 
building. 

I believe that particular school now has a better program 
for the care of emergencies than could be provided by a 
full-time nurse. 
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Recent changes in programs of health examinations and 
follow-ups give the teacher a more important role than she 
had previously. In many schools, what used to be a health- 
examination program is now considered a program of health 
appraisal in which use is made of a variety of appraisal pro- 
cedures, including (1) health histories, (2) screening tests, 
e.g., vision and hearing tests, (3) teachers’ observations, 
(4) medical examinations, and (5) sometimes psychological 
and dental examinations. The teacher’s observations are 
considered of great importance because they may reveal 
conditions that could not be detected by other means. She 
can tell if a child loses interest in his work, seems pepless, 
or constantly asks to have questions repeated. She can 
identify the pupil who is absent frequently because of sick- 
ness, the one who seems worried, and the one who seems to 
be losing weight. Such pupils need help. They should be 
referred to the nurse or doctor for examination. Only as 
the teacher accepts responsibility for observing her pupils 
and for referring to the physician those who do not appear 
or act well, will school-health programs make their greatest 
contribution to child health. The program cannot be fully 
effective without the teacher’s help. 

Vision testing, formerly considered an important func- 
tion of the school nurse, is now recognized as a suitable 
activity for teachers. This viewpoint is based on three con- 
siderations: the technique of testing with the Snellen chart 
can be mastered as readily and easily by teachers as by 
nurses, the testing is best conducted by one who knows the 
pupils well, and in identifying those who need examination 
by an oculist, it is important that the results of the Snellen 
test be combined with observations of symptoms or signs 
of eyestrain. These factors lead to the conclusion that the 
teacher is the best person to give vision screen tests to chil- 
dren. Incidentally, this procedure helps teachers to know 
their pupils and encourages them to be interested in children 
as individuals. 
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Weighing and measuring children as a means of deter- 
mining their growth are procedures used by many teachers 
in all parts of the country. In many schools teachers now 
work co-operatively with nurses in conducting hearing tests. 

School dental programs place great dependence on teach- 
ers, recognizing that the great need is to educate pupils to 
visit a dentist at frequent intervals. Educational efforts for 
this purpose can be undertaken without dental examinations 
being made at school. The teacher can learn which children 
have been to the dentist within the past six months, and 
then, through group activities and individual counseling, 
encourage the others to go. She needs to be fully informed 
of community treatment resources so that she can inform 
parents where needy children may receive treatment free of 
charge. Adequate treatment resources, combined with effec- 
tive dental health education by teachers, can work wonders 
in improving the dental health of children. 

As important as any other health function of the teacher 
is the supervision of pupils during their day-by-day living at 
school. Is the room properly lighted and ventilated? Is it 
clean, neat, and attractive? Do pupils help to keep it that 
way? Does each pupil feel he “belongs”? Does he have an 
opportunity for success? Does he consider his teacher a 
friend? Do teaching methods and teacher-pupil relations 
foster a happy classroom atmosphere? These are funda- 
mental elements in a school-health program, and they are 
matters that require the attention of the teacher. Others can 
help, but it is the teacher who is with the children day after 
day and hour after hour who is essential to its success. 

Traditionally, the role of the teacher in the school-health 
program is that of providing health instruction. This func- 
tion remains with her. She is expected to determine the 
health interests and needs of her children and to provide 
experiences which help them to develop desirable health} 
practices, to secure an understanding of health and the fac- 
tors influencing health in accord with their maturity, and to 
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instill attitudes and appreciations which cause them to re- 
gard health as a valuable asset. Health instruction has a 
place of major importance in the curriculum of the modern 
school. In the elementary school it is a responsibility of the 
classroom teacher; in the departmentalized program of the 
‘{secondary school it is carried on jointly by all teachers and 
through health courses taught by teachers with special 
preparation in health education. 

It is reasonable to ask if classroom teachers can assume, 
in addition to their responsibilities for health instruction, 
the many health-service activities suggested earlier. The 
answer to this question lies in the purposes of the school pro- 
gram. If these include promotion of the normal growth and 
development of children, then time will be found for all types 
of health activities, for normal growth and development 
cannot occur in the absence of optimum health. Only when 
teachers are extremely subject-minded do they feel that time 
is not available for whatever must be done to promote the 
health of pupils. 

Fortunately, institutions preparing teachers are giving 
increased attention to health and are preparing individuals 
to participate in all aspects of a total school-health program. 
Opportunity is provided for practice teaching in health and 
for actual participation in other school-health activities. 
Teachers are helped to become child-minded and to observe 
in schools where teachers conduct their programs with this 
point of view. The prospective teacher gains insight into 
individual and community health problems and learns how 
schools contribute to the protection and improvement of 
pupils and communities. The teacher of the future will 
assume important responsibilities for health, but she will 
be prepared for them and will gain much satisfaction from 
fulfilling those responsibilities fully and effectively. 





Charles C. Wilson, M.D., is Professor of Education and Public Health, 
Yale University. 
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IMPROVING SCHOOL-HEALTH SERVICES— 
A MAJOR OBJECTIVE 


C. H. Maxwell 


A prominent state superintendent of schools recently said, 
in effect, that “for many years we have been saying that 
health is a cardinal principle of education, and then when 
I see the school budgets I know that we do not believe it.” 

Physicians are reluctant to go into school-health work 
with the present expensive medical training because of the 
prevalent low salary scale. When this is improved we might 
expect physicians to enter the field on a full-time basis in 
greater numbers. Until that time it is probable that we 
must rely upon part-time physicians in most schools. 

There are some who feel that part-time physicians have 
distinct advantages in that these physicians are an intimate 
part of the group of practicing physicians in the com- 
munity and more likely to be more up-to-date in modern 
medicine. They are more likely to be active members of the 
local medical society, and because they are in private prac- 
tice may have a better place in the community than full-time 
school physicians. Some school superintendents prefer to 
have their physicians hold office hours after school or at 
night for private patients in order that the school physician 
may not lose contact with medical practice in the local 
medical group. 

Since the pay for a school physician is relatively low, a 
physician of higher caliber may be more readily obtained 
on a part-time basis than on a full-time basis. Part-time 
schoolwork may fit well into private practice, as the physical 
examinations, a major part of the work of the school 
physician, are done preferably in the fall when the private 
physician may not be as busy as later on in the year. Max- 
imum time is allowed for follow-up and educational adjust- 
ment of the child if early examinations are made by several 
part-time physicians instead of throughout the year by a 


19 


Me eh ae mane a, ee aS RA Ne Sl ik to 





20. THE JOURNAL OF EDUCATIONAL SOCIOLOGY 


full-time physician. A part-time physician also may have 
a greater freedom of judgment and expression than he 
would when under the full control of a lay group and de- 
pendent entirely upon public funds for his livelihood. If 
more than one part-time physician is employed in a school 
system, one should be the “head physician” and be responsi- 
ble for calling meetings, co-ordinating work, and general 
liaison between the school administrator and the physicians 
and the “head nurse.” 

It is the contention of some that the question of school- 
health service is not as much a financial question as one cf 
education: education to make more efficient use of the 
present school-health services, education of the teacher and 
school personnel to do much of the screening by which 
referred cases are sent to the medical-service personnel for 
more careful examination, education of the pupils and 
parents to use already existing health-service facilities pro- 
vided by the community or otherwise, education of the 
public in the philosophy of providing their own medical 
service privately instead of through free clinics, and educa- 
tion of the school administrator to use his health-service 
personnel more in an advisory than in a service capacity. 

There has been a distinct attitude on the part of many of 
the school officials that the health examination and health 
services for the school children should be provided by the 
schools and be under the direction of the schools. The 
school administrators like to have uniform records com- 
pleted and filed in a certain way. This gives the school 
official the satisfaction of knowing that the work has been 
done according to a set standard over which he has control. 
On the other hand, this tends to overlook the fact that many 
of these children are already under the supervision of a pri- 
vate physician who may have their record from birth on. 
The immunization record and the family history may be in 
the hands of the family physician in whom the family has 
more confidence than in a physician they do not hire them- 
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selves, such as the school physician. The school adminis- 
trator may prefer the work of the school physician because 
he is familiar with the procedures carried out. The family 
may prefer the family physician because they know him and 
are familiar with his work. 

Since the schools ordinarily do not furnish medical care, 
and the medical care of the children is usually provided by 
the family physician, it seems desirable to many in the field 
of school-health services that the examinations of as many 
as possible of the children should be provided by the family 
physician. With proper organization and exchange of 
information, the family physician’s examination can be used 
for the Boy Scouts, the Girl Scouts, the Four-H Clubs, 
swimming-pool admission, and for participation in strenu- 
ous physical activity such as physical education or competi- 
tive athletics, unless there is legal reason to the contrary. 
This should result in a saving of money for the board of 
education, a feeling of the family that their child has been 
under the supervision of their physician of choice, and a 
more cordial, co-operative attitude on the part of the family 
physician toward the school. An obstacle to the exchange 
of information among various agencies, the family physi- 
cian, and the school is based upon the dictum that the health 
records of people are confidential. The patient-doctor rela- 
tionship is threatened if the doctor is required to give cer- 
tain information to an outside agency. Standard forms 
with proper instructions, developed to indicate the informa- 
tion which should be supplied to the school, help prevent 
unauthorized disclosure of confidential material. If the 
examination is done by the private physician, a record of 
the examination should be sent to the school. Standard 
forms for this purpose, supplied by the school, make for 


_ uniformity in examinations and reporting. 


There are those who say that their family physician does 
not do as good a job of examining the child, at times, as 
does the school physician. Repeatedly wé hear that the 
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family physician, being familiar with the child, says, “Oh 
yes, I know you; you are all right,” and simply signs the 
physical-examination card without doing an examination. 
These cases are more widely known than the more common 
careful examinations done by private physicians who have 
the advantage of having cared for the child at prior times 
when the child needed medical guidance and attention. Even 
though many or all of the routine examinations may be 
done by private physicians, “all schools must have a school 
physician who will function as a school medical advisor.” 

The part of the school-health program coming in for the 
greatest criticism is the physical examination done by the 
school physician. These examinations are said to be hasty, 
superficial, and ineffective in finding children who need 
more careful, medical follow-up. Some have said that it 
is almost a criminal waste of taxpayers’ money. Again, the 
hasty examination is the one most talked about, and nothing 
is said about the conscientious work of the more commonly 
found school physician. In state supervision of school- 
health services, three times as many physicians are found 
giving services far “beyond the call to duty” as those who do 
poor work. The good physicians are interested in children 
and cannot do poor work even though they may be poorly 
paid for such work. 

There are several reasons why the examination may be 
considered more hasty than it actually is. First of all, the 
history has already been taken by the teacher or nurse and 
the child’s health record filled out up-to-date. (In the school 
the parent may not be present at the time of the examina- 
tion, but has furnished the information prior to the time 
the child is examined.) The nurse, teacher, or technician 
has already done the preliminary vision testing and hearing 
testing and weighed and measured the child. These three 





1 Physicians and Schools, American Medical Association. From a report on 
the Conference on the Co-operation of the Physician in the Social Health 
and Physical Education Program (Chicago, 1947) 
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procedures have not been done for the private doctor in his 
office, and he must take time to do these himself, so that the 
time spent with the private physician is greater than that 
spent with the school physician although the school physi- 
cian may spend as much or more time in actually examin- 
ing the child. The school physician can spend the major 
portion of his time solely in examining the child, particu- 
larly since he may be inhibited in discussing follow-up be- 
cause the parent is not present. Draftee rejections would 
seem to indicate that the defects found by the draft boards 
are similar in number to those found in the school examina- 
tions. Hence it is probable that the school examination is a 
reflection of the type of examination done by the average 
physician in the community. 

As a public servant, the school physician is subject to the 
usual criticism that grows out of holding a public office. As 
a part-time school physician he may be criticized by many, 
while, as a private physician, when he is not acting as a 
school physician, he is considered by his patients to be a 
very good physician. 

Even if some of these doctors’ examinations have been 
poor, the follow-up of the findings of the physician has 
been even poorer. The physicians frequently find three or 
four times as many defects as have been followed up with 
legitimate professional care. Follow-up is a responsibility 
shared by a number of the school personnel including the 
nurse, the teacher, the administrator, and the physician to 
see that the parents give proper guidance and care to the 
child. The physician’s part in the follow-up is relatively 
small: he serves primarily in an advisory capacity to the 
school personnel and parents. 

Unquestionably, there are areas where there is not ade- 
quate medical service in the community. A community study 
should then be made to determine the needs and make a 
community effort to obtain adequate medical service. The 
first step, however, should be to present the need to the local 
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medical organization and ask for their suggestions on how 
to meet the need. Such a meeting with the medical group 
should result in an exchange of information helpful to both 
the educational group and the physician. Often this results 
in the provision of a free, or partial-pay, or full-pay medical 
care in clinics, hospitals, or doctors’ offices. This might lead 
also to the subsidy by the community of additional physi- 
cians to come into the area for practice. 

In most communities there is some government agency 
responsible for providing medical care for those unable to 
provide it themselves. The wisdom of setting up the school 
as a responsible treatment agency is questioned by many 
who feel that the responsibility for medical care should not 
be placed on schools, but rather, existing agencies should be 
expanded or used more effectively in the general program 
of health service for children of school age. The actual pro- 
vision of free clinics does not answer the problem, as the 
parents must be educated in seeking medical advice when 
indicated.. An experiment in which free medical care was 
made available to all children, irrespective of financial 
status, did not result in medical care for a great number of 
these children. ’ 

Studies in this country (for example, an unpublished 
study from the New York State Education Department), 
have shown that the untreated defects in the high grades in 
high school are uncared for in only about one third of the 
cases because of insufficient funds. More commonly, the 
people have not been educated to obtain medical care or guid- 
ance, and this is a direct challenge to the schools. 

Another service problem confronting the school physician 
is the time he is to spend in the examination and supervision 
of the athletic squads competing in inter-school sports. 
Administrators should see that this time is not dispropor- 
tionately large, or additional time provided, so that the child 





2 Martha C. Hardy. “Followup of Medical Recommendations,” Journal of 
the American Medical Association, CXLVI (1948), 20-27. 
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with less physical talent and ambition will not be neglected 
in the health-service program. 

The school administrator at times feels that if he employs 
a school physician to examine the children and a nurse for 
emergencies he has a satisfactory health program. Some- 
times this examination is compulsory, and the school 
administrator employs a physician simply because the law 
requires it. The work of the school physician is much more 
effective if he is employed as a school medical adviser instead 
of as a medical inspector or examiner. He should help guide 
the school authorities in this school-health program, and 
assist in planning the health teaching, physical-education, 
recreation, and mental-hygiene programs. He should assist 
in the in-service training of teachers so that they can do 
many of the screening tests and help select children who 
need more careful medical appraisal. He should delegate as 
many of the routine duties as possible to the school nurse, 
health co-ordinator, guidance personnel, or classroom 
teacher, in order that he can perform the duties only a 
physician can carry out. 

In conclusion, we might say that it is most important to 
have a close co-ordination of the work of the health-service 
personnel with the whole school program and the com- 
munity health program. Maximum use should be made of 
all community resources without duplication of effort. The 
health-service personnel is only one group in the school- 
health program, and each school employee has his own part 
to play. If each carries his own load, the objective of 
improving the school-health service will be more nearly met 
in many of the communities.of the country. 


C. H. Maxwell. M.D., is Chief, Administration of School and College 
Health Services, United States Office of Education. 
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AN ADMINISTRATOR LOOKS AT THE SCHOOL- 
HEALTH PROGRAM 


John L. Miller 


Any look at the school-health program is rather circum- 
scribed unless one inspects the total educational objectives, 
including our health objectives. If education is to be con- 
cerned with the child in his totality, as authorities generally 
agree, and if the needs of society as well as the needs of 
individuals are to be served, it follows that one objective of 
our educational program must be the development of a 
healthy individual possessed of adequate health knowledge, 
of sound health attitudes, and of satisfactory health habits, 
together with a concern for a healthful environment and 
for the health of his fellow men. Indeed, it may well be said 
that satisfaction of all the generally accepted objectives of 
education may be futile unless the health objective is like- 
wise satisfied. To put it another way, what is the point of 
education, liberal and vocational, if the educatee is, because 
of poor health resulting from inadequate knowledge, atti- 
tudes, and habits, unable to apply that which he has learned? 
Unfortunately, while the health objective has received lip 
service from educational leaders, it has not been too often 
translated into a program of action in the local situation. 
In other words, there are too few adequate health programs 
in the school systems of our country. 

One important question to be considered by the adminis- 
trator looking at the health-education program is this: How 
much direct health instruction should be offered and how 
much of the course content should be correlated with 
instruction in other subjects in order that the individual 
may completely integrate his knowledge? There is no one 
correct answer to the question, since the answer can be 
arrived at only in a particular local situation. This can be 
said, however: the health-education program must be com- 
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plete, running from kindergarten through the twelfth 
grade. It must provide for instruction in the elementary 
school at the hands of the regular teacher ; it must similarly 
provide for relating instruction in other subjects to the 
work in health education. In the upper six years some of 
the health instruction may be provided for in other subjects, 
science and home economics, for example, but there must be 
at least a one-unit health course taught by a specialist. Only 
through such a course can justice be done to the extensive 
content of the complete health-education course, since spe- 
cialists in other subjects have their own objectives to satisfy 
and can be expected to subordinate satisfaction of health 
objectives. Moreover, maturing students, particularly those 
in the senior high school, need the challenge of being ex- 
posed to the teaching of a health specialist. Much can be 
said for diffusing health content through the high-school 
program of studies, so long as diffusion does not result in 
confusion, if not chaos, and so long as provision is made for 
an adequate degree of specialization through the one-unit 
course. In this connection it should be pointed out that 
there has been much loose talk about “integrating” health 
instruction with other subjects. Integration, however, takes 
place within the individual learrer. It is not necessary to 
combine or fuse subjects in order for integration to take 
place. Indeed, integration within the pupil may be more 
readily effected as a result of the services of the specialist 
who knows his subject so thoroughly that he sets the stage 
for the application of knowledge in new and different 
situations. 

The content of the health course should be determined in 
the light of sound health objectives. Logical organization 
of content should, however, be sacrificed to psychological 
organization in terms of the learner and his needs. We need 
an experience curriculum in health, one in which the prob- 
lems of particular pupils at particular levels in particular 
communities determine the content. This type of organiza- 
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tion does not mean that the ground will not be covered. It 
means that the covering of the ground will be constructive 
and of greater significance to the pupil. The psychologic- 
ally organized curriculum will be flexible; it will evolve 
from day to day and from year to year; but it will in no 
sense be less than a complete curriculum. 

The discussion so far has been concerned with health 
knowledge, with the content of the health course. Knowl- 
edge alone is, of course, not adequate. Attitudes, too, are 
important, and it is in the area of attitude development that 
diffusion of responsibility through the entire school staff 
may make its greatest contribution to the health program. 
Indeed, the efforts of the health specialist to develop sound 
attitudes in pupils may be significantly aided by those other 
staff members who are concerned about health. Any spe- 
cialist, in health or in other fields, is often viewed as a 
prejudiced person, a special pleader for his own cause. His 
work in attitude development may be given proportion and 
perspective through the efforts of his associates who may 
likewise, in turn, acquaint the specialist with evidence of 
sound and unsound health attitudes on the part of pupils. 

Adequate health knowledge and sound health attitudes lay 
the foundation for satisfactory health habits or practices. 
It may well be said, in fact, that health practices are the test 
of the effectiveness of the health-education program. The 
knowledge and the attitudes must be translated into action. 
As with attitudes, the health practices or health experiences 
of the individual pupil should be the concern of all staff 
members. The health teacher must be concerned with the 
health practices of the pupil in his total living, that is, in the 
health room, in the school, on the playground, in the com- 
munity, and in the home. He must keep informed of the 
health practices of his charges and must use this knowledge 
in building the health curriculum. Conversely, other staff 
members must help pupils to develop better practices and 
must, as in the case of attitudes, report to the health teacher 
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evidence of both good and bad practices. In this connec- 
tion stress should be placed on the importance of providing 
adequate opportunities for pupils to engage in desirable 
health practices, whether those of concern to the individual, 
those of concern to him as a member of a group, or those of 
concern to the group. The individual, for example, must 
be provided with adequate facilities if he is to develop satis- 
factory hand-washing and toilet habits. He needs to real- 
ize that health is both a personal and a social problem, that 
his own unsatisfactory practice with respect to caring for a 
cold, for example, may adversely affect others. And the 
group of individuals needs to have opportunities to study 
problems that affect the total group, for example, sanitary 
facilities, again, or lighting, or ventilation, or eating, etc. 
Opportunities for such group-health activities may well 
come either through a student-health council or through 
student participation in the activities of a school-health 
council. (Suggested procedures for the formation of a 
school-health council are set forth in Bulletin No. 1, School 
Health Councils, New York State Council on Health 
Teaching, 1565 Franklin Avenue, Mineola, New York.) 

It should be noted that the discussion with respect to gen- 
eral responsibility for health attitudes and health practices 
has used.the term “‘staff members”’ rather than “teachers.” 
The health-service personnel, for example, should assist in 
instruction on an individual basis and should serve as re- 
source specialists for other staff members. The custodian, 
too, has a part to play, as does the physical educator, the 
librarian, and the school administrator. If all act in con- 
cert, the pupil will realize the importance of a design for 
living in every phase of his existence. 

If the health course is to be problem centered, it would 
seem to follow that, at the secondary level, there must be a 
health specialist to whom the pupil may go with those per- 
sonal problems which he cannot bring out before a group. 
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This suggests that one of the primary obligations of the 
health teacher is to establish such sound relations with the 
pupil that the teacher becomes in fact a health counselor. 
If the teacher establishes that relation and if he serves the 
needs of pupils both on a group and on an individual basis, 
he is in a position to make, to the living of the pupil today, 
tomorrow, and thereafter, a most significant contribution. 

The administrator looks at health education and finds it 
wanting in many respects, incomplete, academic, unrelated 
to the living problems of pupils. The challenge is before all 
of us to do our part so that the individual pupil may, 
at least by school-leaving time, have evolved a design 


for living. 





John L. Miller is Superintendent of Schools, Great Neck, New York. 
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THE SCHOOL AND NATIONAL HEALTH ~ 
Leonard A. Scheele 


The strength of any nation depends upon the physical and 
emotional health of its children. Recognition of this fact 
was a strong motivating force behind the modern public- 


health movement. For their sakes, we want our children to. 


have a healthy, happy childhood and to be armed with inner 
strengths for satisfying adult life. But this natural concern 
is reinforced by the knowledge that the children of today are 
the productive citizens of tomorrow and the parents of on- 
coming generations. The health of children, in school and 
out and at all times, is a matter of universal concern. 

The twenty-nine million school-age children in the United 
States comprise about one fifth of the total population. The 
schools, therefore, are in a strategic position to influence the 
health of the nation, for the child’s experiences in school 
have a direct effect on his present and future health. More- 
over, the school’s prolonged, close contact with the majority 
of the children and their families is an important factor in 
national health. No other institution has such a rich oppor- 
tunity as the school for imparting to the people of every 
community the positive concepts of health and preventive 
medicine. One of the great needs for the advancement of 
national health is increased public awareness of personal 
and community health problems. The schools have the 
educational skills for this task, as well as the confidence of 
the people in the community. It will take just such skills to 
stimulate the public to take action for better health. 

The success of the school’s health-education programs 
depends, however, upon the health resources of the commu- 
nity. Health concepts can be taught, but they cannot be 
learned unless the child’s total environment, physical and 
emotional, at home and school, and in the community, pre- 
sents concrete evidence of the ideas imparted. For example, 
a comprehensive medical examination, with periodic check 
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ups for all age groups, is the cornerstone of preventive 
medicine. But neither parents nor children can learn much 
about the benefits of the personal health inventory in a two- 
minute, perfunctory physical inspection. Nor can positive 
attitudes be developed toward medical and dental care, hos- 
pital care, and public-health methods, if none of these 
services, or not enough of them, are available in the com- 
munity. Health education depends upon the availability of 
public-health services, hospitals, private physicians, dentists, 
and other trained persons. 

Medical knowledge of the child, like educational methods, 
has advanced rapidly in the past few decades. We can no 
longer expect to meet our children’s needs with the elemen- 
tary health services that, twenty years ago, we thought 
would be adequate. All children need comprehensive med- 
ical examinations, with the use of laboratory diagnosis and 
expert medical consultation when necessary. They need 
immunizations against infectious diseases, regular tests of 
hearing and vision, dental examinations, and treatment of 
the teeth. They need treatment for physical and mental 
conditions that hamper their healthful growth and develop- 
ment. Children need added protection because they are 
unable to deal with their own health problems; for this 
reason, parents, teachers, and other persons responsible for 
them must be alert to the physical and emotional signs of 
ill-health. And, of course, children need to grow up in 
healthful communities where the public places, schools, and 
homes are protected against environmental hazards to 
health and safety. 

All members of a community need much the same basic 
health services as the children. It is the sum total of healthy 
citizens that makes up national health. It would be unreal- 
istic to suppose that any one organization, alone, can develop 
and operate all the services needed for community health or 
the health of special groups. National health, or state and 
community health, is a job for all the interested groups— 
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professional and civic, governmental and voluntary. Only 
through co-operation can all the medical and dental services, 
all the hospital care, and all the public-health services be 
made available. Teamwork is especially needed because so 
many of the rural communities, towns, and small cities in 
our country do not have enough doctors, dentists, nurses, 
and health facilities. ; 

The health problems of children will have to be solved 
through planned programs that draw upon the active work 
and interest of all groups. The school is a key institution 
in any plan for child health. Its position is due not only to 
its responsibility for the pupils in the classrooms; in our 
country, we believe that health for any child includes oppor- 
tunity for educational progress to the maximum of his 
physical and mental capacities. The health services avail- 
able to school-age children are of vital importance to the 
school, and the educational program and facilities are of 
vital importance to the health agencies. 

Despite continuing progress, the nation is still far from 
the goal of optimum health for its children. At the National 
Health Assembly, held in Washington in May 1948, 
the sections on maternal and child health and on dental 
health cited the almost universal prevalence of decayed 
teeth and a high percentage of other dental defects among 
school children. According to recent estimates, there are 
4,000,000 children with visual defects and 1,000,000 with 
hearing defects, 500,000 with rheumatic fever and heart 
disease, 500,000 with orthopedic and plastic defects, and 
200,000 with epilepsy. We know that malnutrition and psy- 
chiatric disorders are also widespread among the children. 
A “blue ribbon” for health, like educational progress, is a 
goal that few can attain under such conditions. 

The medical and public-health sciences have the means 
with which to prevent, correct, or at least ameliorate these 
impairments. A study conducted by the American Academy 
of Pedicatrics, in co-operation with the Public Health Serv- 
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ice and the Children’s Bureau of the Federal Security 
Agency, showed that in very few parts of the country are 
there enough professional services and facilities for school- 
age children. The record shows that none of us are doing 
all that should be done for the health of our children. 

One of the first tasks for groups interested in the health 
of school children is to work for the provision in every 
community of adequate health services. To reach the goal 
will require the participation of all the groups who can 
contribute professional knowledge and skills, or funds, or 
community leadership. 

In many communities, the first step will be to establish or 
improve the local public-health service. Local health serv- 
ices are so essential for the health of school-age children that 
the American Congress of Parents and Teachers last spring 
strongly supported the introduction of legislation in the 
Eightieth Congress to provide increased federal aid for 
full-time local health units in all parts of the country. Eight 
of the National Health Assembly’s fourteen special sections, 
including a subcommittee on health of the school-age child, 
recognized the need for local health services as a first step 
toward national health. 

Modern public-health practices can be used to apply much 
new scientific knowledge to the health of school children, 
through the joint efforts of the health agencies, the schools, 
and other organizations. Better nutrition, for example, is 
an important factor in the building of a healthier nation. 
The school-lunch program is one of the most effective ways 
yet developed to improve nutrition. Many children obtain 
as much as 50 per cent of the protective foods they need for 
optimum nutrition in the meals served at the school lunch. 
The local health unit could assist the schools through the 
use of new methods for appraising the nutritional status of 
children and consultation on the diets needed to correct 


deficiencies. 
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The prevention of heart disease and the rehabilitation of 
children afflicted with crippling heart conditions are two of 
the most urgent demands being placed upon all groups inter- 
ested in child health. Twenty-five state health agencies have 
already developed programs in which the schools, hospitals, 
welfare agencies, and the professions are working with the 
health agencies to make sure that children with rheumatic 
fever and heart disease can obtain the treatment, hospital 
and convalescent care, and education that they need. At 
least 80 per cent of heart disease in children is caused by 
rheumatic fever. Early diagnosis and early treatment of 
rheumatic fever can reduce mortality and help to cut down 
the danger of recurrence of the disease. These programs 
will have an important effect on national health. 

The dental health of school children should improve 
rapidly in the next few years, in so far as tooth decay is 
concerned. Science has given the health professions an 
efficient method for reducing dental caries. Studies have 
demonstrated that four applications of sodium fluoride to 
the teeth of children will reduce decay by 40 to 50 per cent. 
Since dental caries is an important cause of loss of teeth and 
impaired teeth, the effects of such a reduction on national 
health can well be imagined. 

The school has a tremendously important role to play in 
the prevention of mental illness and in the satisfactory 
adjustment of children to the ever-changing society in which 
they live. Children must be helped to understand their 
reactions to other people, and the response of others to them- 
selves. The hopes of world peace and of national harmony 
depend upon the citizens of the future. Prejudices, irres- 
ponsibility, and other antisocial attitudes among adults are 
the product of childhood experiences. The school has a 
responsibility to combat such attitudes, with understand- 
ing, with guidance, and with creation in the classroom of a 
healthy emotional atmosphere. The schools, like many other 
institutions in the community (the churches, courts, wel- 
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fare agencies ) and the homes, need help from the psychiatric 
professions. The aim of the National Mental Health 
Program, established in the Public Health Service in 1946, 
is to assist the states in providing community mental-health 
services. Besides developing educational programs for 
mental health, family, and community life, the schools can 
perform an invaluable service by helping to recognize the 
children who are developing personality disturbances and 
who could profit from expert treatment. Preventive work 
of that sort will help reduce the volume of mental illness, 
which already is a serious problem. 

The future of national health depends to a great extent 
upon what we do now to improve and preserve the health of 
our children. Many services not mentioned here are needed. 
The important, immediate task is to provide the basic serv- 
ices that ‘all children need, and to provide them promptly. 
Children do not wait for adults to act. They grow up— 
with the impairments to health which modern medicine 
knows how to prevent or correct. School and home, com- 
munity and nation, all have a stake in the health of school- 
age children. Let us combine our efforts and help the 
children grow up to enjoy healthy maturity. 





*Leonard A. Scheele, M.D., is Surgeon General, United States Public Health 
Service, Federal Security Agency. 
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UNDERSTANDING WORLD HEALTIi-—A SCHOOL 
RESPONSIBILITY 


Frank A. Calderone 


Successful development of long lines of communication, 
mechanical contrivances, and research in science and medi- 
cine have stimulated the realization that changes in society 
today can no longer be contained within an area of limited 
boundary. Global influence has arrived; isolation can no 
longer be considered feasible or desirable. 

So it is with educating for health in the public schools. 
That which influences the school child affects the world and, 
conversely, what takes place in the world has its impact 
upon the school child. It is not even reasonable to assume 
that a student should confine his thinking and actions merely 
to what directly affects him, his community, his nation, in a 
public-health sense. Understanding of global health prob- 
lems becomes important for the purposes of exercising 
controls and assisting, educationally and materially, in the 
reduction of disease throughout nations of the world. 

The task of education for health goes beyond the confines 
of the traditional curriculum and requires the utilization of 
all facilities, dynamic leadership, and every agency capable 
of helping the school child to gain an understanding of 
world-wide problems. One agency stands out as the co- 
ordinating force in this newly recognized responsibility. It 
is the World Health Organization of the United Nations. 

The work of the World Health Organization is making 
possible a larger, more vital role for the school to play in 
promoting the welfare of mankind. To understand this role, 
it is first necessary to understand what the World Health 
Organization is and how it is already functioning to reach 
its stated objective: “The attainment by all peoples of the 
highest possible level of health.” 

In the summer of 1946 in New York, an International 
Health Conference was called by the United Nations at the 
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suggestion of Brazil and China. Out of that meeting came 
the constitution of the World Health Organization, prefaced 
by a declaration that certain principles are basic to the hap- 
piness, harmonious relations, and security of all peoples. 
Chief of these was the positive concept of health as “a state 
of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity.’’ Included also 
were the principles that the “healthy development of the 
child is of basic importance” and that “informed opinion 
and active co-operation on the part of the public are of the 
utmost importance in the improvement of the health of 
the people.”’ ; 

The representatives of sixty-three nations, both members 
and nonmembers of the United Nations, signed this consti- 
tution but, before the World Health Organization could 
come into being as a specialized agency, it was necessary for 
the governments of at least twenty-six members to officially 
ratify and file their formal documents of acceptance. This 
occurred on April 7, 1948. 

In becoming a United Nations specialized agency, the 
World Health Organization joined the ranks of the lesser 
known “working” agencies under the Economic and Social 
Council. Although these agencies are seldom in the news 
headlines, the day-by-day work they are quietly accomplish- 
ing would be missed if it ceased suddenly—as surely as the 
lack would be felt if you turned on a faucet and no water 
came out! 

Some of the day-by-day work in the international health 
field was so necessary that the World Health Organization 
began functioning through an interim commission from the 
time its constitution was established. 

It took over the health work of the League of Nations and 
the International Office of Public Health in Paris, which 
included such routine functions as the epidemiological and 
quarantine services, the development and maintenance of 
international standard biological preparations, the inter- 
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national pharmacopoeia, and others. It took over the field 
mission work of United Nations Relief and Rehabilitation 
Administration. It not only continued but consolidated and 
modernized the work of these and other pre-existing inter- 
national health agencies. 

A pattern of relationships with other governmental and 
nongovernmental organizations in the field of health was 
developed. Expert committees of international authorities 
in the fields of disease, drug standardization, and related 
subjects were established. The United Nations Relief and 
Rehabilitation Administration fellowship program was con- 
tinued, as was a service for selecting and procuring medical 
literature for countries that had been isolated from modern 
medical research and scientific progress. 

A little of this made the headlines: the case of the Egyp- 
tian cholera epidemic last year which the organization 
stopped in record time and prevented from spreading; the 
field mission to Greece which used DDT in its dramatic and 
effective malaria-control program, reducing the yearly cases 
from 80 per cent to not more than 5 per cent in some areas; 
the mass tuberculosis-control program now being conducted 
jointly with the International Children’s Emergency Fund 
and the Danish Red Cross in which fifty million children in 
tuberculosis-ridden areas are being tested with tuberculin 
and fifteen million are receiving BCG immunizing vaccine. 

But both the routine functions and the emergency actions 
undertaken by the World Health Organization during the 
two years of its interim phase represent only part of the 
work accomplished. The major effort was devoted to plan- 
ning the permanent structure for the organization and its 
program for 1949. These plans were laid before the first 
World Health Assembly which is still meeting in Geneva as 
this is being written. 

Some seventy nations are gathered at this historic assem- 
bly. At least fifty-four of these are already members of the 
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World Health Organization. Others are there as invited 
observers. 

From. the very beginning certain facts were made clear: 
no country can remain isolated from the effects of disease, 
malnutrition, and ill-health in other parts of the world; the 
health problems of many countries vary and so do the 
control problems; the World Health Organization can best 
function, not as a superhealth administration, but through 
the interchange of information and by helping governments 
to achieve strong health administrations of their own. 

The record of the World Health Organization field serv- 
ices submitted to the Assembly is a good illustration of the 
latter and also underscores the important role of the teacher 
in the health of the community as well as in world health. 

The technical missions maintained by the organization 
under United Nations Relief and Rehabilitation Adminis- 
tration grants are not merely applying modern scientific 
methods to acute health problems, but are teaching these 
methods to specialized native personnel under the country’s 
public-health system. The native specialists in turn become 
both “doers” and teachers. And so the newly won health 
knowledge finds its way into the school programs for 
adaptation to various teaching levels. 

In Ethiopia, a country that boasts only one native physi- 
cian to a population of twelve million, the chief object of the 
World Health Organization mission has been to give 
elementary training for “dressers” and sanitary officers: A 
method for teaching was developed in the form of playlets. 


For example, one of these centered around the difficulties of — 


a sanitary inspector without police powers, assigned to 
inspect the meat of an irascible butcher (both played 
by students ). 

In China, a World Health Organization mission com- 
bines emergency public-health measures with the training of 
personnel. During 1947 this mission dealt with plague con- 
trol, worked on the standardization of cholera vaccine and 
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other research problems, surveyed the port quarantine serv- 
ice, surveyed suitable sites for plants to manufacture 
penicillin, DDT, etc., assisted in the installation and main- 
tenance of X-ray equipment, and advised on the assignment 
of medical supplies. In addition it supervised the training 
of Chinese specialists in the fields of clinical medicine, sur- 
gery, ophthalmology, pediatrics, sanitary engineering, 
hospital and public-health nursing, and bacteriology. 

The work of the World Health Organization medical 
liaison officer in Austria was augmented last year by the 
visit of a lecture group of eminent medical specialists who 
were enlisted by the organization in conjunction with the 
Unitarian Service Committee. This group, composed of 
eight Americans and two Swiss, gave lectures and demon- 
strations at Vienna, Graz, and Innsbruck. 

In Italy, a World Health Organization mission is advis- 
ing the Italian Government, among other things, on the 
pressing problems of nutrition and maternal and child wel- 
fare, in which the school can be of material aid. 

The organization is not only assisting these and other 
countries by sending them health personnel with know-how 
to advise and demonstrate and teach on the spot. It is also 
enabling specialists from many countries to study abroad 
and take modern methods back home with them. Some of 
these countries have been isolated from the progress of 
science; others lost a large number of their physicians and 
teachers during the war. The organization fellowships are 
enabling them to raise their teaching standards and rebuild 
a nucleus of specialists in the health field. 

Between January 1947 and April 1948, eleven of these 
countries, eligible under United Nations Relief and Rehab- 
ilitation Administration grants, applied for World Health 
Organization fellowships. During this period 132 fellow- 
ships were awarded in public health, 136 in clinical subjects, 
and 30 in the medical sciences. Countries that accepted 
organization fellows for refresher courses and tours of 
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studies included the United States, Canada, Denmark, 
France, Sweden, Switzerland, and the United Kingdom. 

The World Health Organization has also aided countries 
to raise teaching standards by supplying, at the request of 
their governments, professional literature and teaching aids. 
This includes not only the selection and procurement of 
books and journals, but such classroom aids as films, pro- 
jectors, and museum materials. 

While this article is being written, the World Health 
Assembly is making a point-by-point study of programs 
proposed for activity in some fifty-five fields of health. Six 
major programs have received the green light for priority 
action in 1949, They are for global battles against malaria, 
tuberculosis, and venereal disease, for the promotion of ma- 
ternal and child health, for better nutrition and hygiene 
(which covers water-borne and milk-borne diseases, hous- 
ing and town planning, etc. ). Mental health will also be high 
on the list of the World Health Organization’s 1949 
agenda, and co-ordinated international studies will be made 
in such fields as cancer and influenza. 

The need for such programs, and for wholehearted co- 
operation with them,- must be interpreted to the public in 
large measure through the school. 

Here in the United States, the school is particularly for- 
tunate in having the guidance of a strong Public Health 
Service through which it can keep abreast of developments 
in the field of world health. 

The school can also keep informed of recent developments 
through the World Health Organization technical publica- 
tions which are offered for public sale. These include the 
Bulletin, which contains reports of the organization’s tech- 
nical committees and technical articles on public-health 
subjects, the Digest of Health Legislation, the Chronicle, 
which summarizes recent activities and other information 
from technical publications, the Official Records, which con- 
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tains the minutes of meetings and official documents, and 
the Epidemiological and Vital Statistics Report. 

The Public Information Office of the World Health Or- 
ganization which supplies news of current organization 
activities to the daily press and lay publications is also a 
source of information material that can be utilized in school 
programs. So too are the publications and the information 
offices of the United Nations, itself, which report on the 
work of the specialized agencies. 

The World Health Organization spearheads a new era in 
health history. It will blaze the way. It will survey, co-ordi- 
nate, and make available the health knowledge of mankind. 
But to effectuate this knowledge, the schools of all nations 
must help their countries take up where the World Health 
Organization leaves off. 








Frank A. Calderone, M.D., is Director, New York Office, World Health 
Organization. 

















REHABILITATION: A CHALLENGE 
TO EDUCATION 


Howard A. Rusk and Eugene J. Taylor 


Philosophers, historians, and educators since the early 
days of man have agreed when analyzing the effects of war 
upon society, that, paradoxical as it may seem, the by-prod- 
ucts of war bring to mankind certain benefits. The natur- 
al tendency in enumerating such benefits is to think in terms 
of new inventions, technological achievements, and im- 
proved techniques. Even the nonscientific mind can imme- 
diately envision the tremendous impact on peacetime living 
of atomic energy, faster and larger planes, and the mirac- 
ulous sulfa drugs. That even philosophical concepts devel- 
oped under the stress of war have their counterparts in 
peace are well illustrated in the field of rehabilitation. 

It is natural in the postwar period that the interest of the 
general public has been focused on the disabled veteran. 
As a grateful nation we have been concerned with seeing 
that those maimed in battle receive every possible opportu- 
nity to restore themselves as useful citizens. Few persons 
until recently, however, have realized the widespread extent 
of disability among our civilian population. . Few have 
known how greatly our disabled civilians outnumber our 
disabled veterans. 

During the four years of war, there were approximately 
19,000 amputations among military personnel, but over 
120,000 major amputations during this same period among 
our civilian population. Approximately 1,500 men were 
blinded while in military service in the Second World War, 
but 60,000 civilians lost their sight during this period. 
Some 265,000 men were permanently disabled as a result of 
combat injuries during the war, but 1,250,000 civilians were 


‘permanently handicapped by disease and accidents in the 
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corresponding four years. Eleven thousand soldiers were 
wounded on the beaches of Normandy during the first ten 
days after D-day, yet even with curtailed traffic automobile 
accidents alone accounted for more than twice as many 
civilian casualties in the same ten days. 

The casualties of war are tremendous: they number in 
the thousands. But the casualties of peace by comparison 
are staggering, for they number in the millions. Today 
there are some 23,000,000 persons in the United States 
handicapped to some extent by disease, accident, maladjust- 
ment, or former wars. One third of all draftees were 
rejected as physically unfit and more than 1,000,000 had to 
be discharged shortly after induction. In 1946, 10,400,000 
persons suffered disabling accidents, and of these, 370,000 
were disabled permanently. It is estimated that there are 
over 7,000,000 persons in the United States disabled by 
disease of the heart and arteries, 6,850,000 from rheuma- 
tism and arthritis, and 2,600,000 from _ orthopedic 
conditions. 

This appalling extent of disability is not limited to our 
adult population but can be found in practically every 
schoolroom in the nation. Of the 2,600,000 persons with 
orthopedic conditions, over 400,000 are under the age of 
twenty-one, victims of infantile paralysis, congenital de- 
fects, birth injuries, accidents, rickets, osteomyelitis, and 
bone and joint tuberculosis. Added to them are 10,000 blind 
children, another 50,000 whose disorders of vision are such 
that they need special service, 1,000,000 who suffer from 
speech disorders, between 1,000,000 and 2,000,000 who are 
accoustically handicapped, and thousands of others disabled 
by rheumatic fever, diabetes, epilepsy, and other conditions. 

The alert citizen cannot fail to recognize the economic 
and social implications of the failure of our country to re- 
habilitate this substantial portion of both our adult and 
child population to such a point that they can be self-sustain- 
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ing, contributing members of their communities. The 
rehabilitation programs of the military services, the Vet- 
erans Administration, and a few outstanding civilian 
institutions have shown the economic and social values of 
rehabilitation, but even a cursory study will show that only 
a small segment of our handicapped civilians are receiving 
such advantages. 

The work of the national Office of Vocational Rehabilita- 
tion has also shown how rehabilitation pays off economic- 
ally. Of the 43,997 persons undergoing vocational rehab- 
ilitation in 1944 under the combined federal-state programs, 
22 per cent, or more than 10,000, had never been gainfully 
employed and nearly 90 per cent, or nearly 40,000, were not 
employed at the time they started their rehabilitation. The 
average annual wage of the entire group prior to rehabilita- 
tion was $148. After rehabilitation, the average annual 
wage of the group had increased to $1,768 with the total 
earnings of the group increasing from $6,510,556 to 
$77,786,696. 

Prior to rehabilitation the majority of these persons re- 
lied on general public assistance not only for the disabled 
individual but also for his family. The annual cost of this 
assistance to the taxpayer was from $300 to $500 per 
case; but the total cost of their rehabilitation averaged but 
$300 per case, a single rather than an annually recurring 
expenditure. 

From the tremendous number of disabled civilians need- 
ing medica! rehabilitation (it is estimated that between 
1,500,000 and 2,000,000 persons are eligible for the federal- 
state vocational-rehabilitation programs but cannot receive 
such services due to the lack of facilities and trained per- 
sonnel), it would seem logical that medical rehabilitation 
would be an important service in every civilian general 
hospital. Actually there has been little or no attempt until 
recently to establish such programs in civilian hospitals. Of 
the 1,425,222 hospital beds in the United States in 1947, 
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41.5 per cent were in general hospitals, but these 592,453 
beds cared for more than 92 per cent of all patients. Re- 
habilitation, in varying degrees, has been available in some 
tuberculosis, mental, and other specialized hospitals, but lit- 
tle provision has been made for dynamic convalescent care 
and rehabilitation for the more than 14,000,000 patients in 
general hospitals each year. 

The first comprehensive, total medical-rehabilitation pro- 
gram in any community hospital in this country was started 
in 1947 in Bellevue Hospital in New York City. Operated 
under the professional direction of the New York Univer- 
sity College of Medicine, the service has facilities for 80 
patients and offers a program of physical medicine, physical 
therapy, occupational therapy, corrective physical rehabili- 
tation, social service, speech therapy, psychological services, 
vocational guidance, education, and planned recreation. 

The rehabilitation service in Bellevue Hospital, which will 
be enlarged to 600 beds whea presently planned construction 
is completed, is the first step in a plan by the Department of 
Hospitals of the City of New York to provide all patients in 
municipal hospitals of the city with medical-rehabilitation 
services. The interest in extending medical-rehabilitation 
services is not limited, however, to New York or other large 
urban areas. Today, there are approximately one hundred 
and fifty communities in the nation which have expressed 
interest in establishing rehabilitation centers. In some com- 
munities, such centers will be a part of, and will be located 
within, community general hospitals. In others, they will 
be adjacent to a community hospital. In still others, they 
will be separate community centers serving a number of 
hospitals. It is significant, however, that most are follow- 
ing the recommendations of the Baruch Committee on 
Physical Medicine that such centers be medically directed by 
and be associated with civilian hospitals and medical schools 
if possible. 
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This is the pattern being followed in the new Institute of 
Rehabilitation and Physical Medicine which recently opened 
in New York as one of the first operating units of the new 
New York University-Bellevue Medical Center. Patterned 
after the recommendations of the Baruch Committee, the 
institute offers a complete program of physical medicine and 
rehabilitation, including physical rehabilitation and retrain- 
ing, psychosocial adjustment, and vocational evaluation and 
guidance for physically handicapped persons. 

The challenge of rehabilitation to education is not con- 
fined solely to the stimulation of and participation in the 
establishment of more rehabilitation facilities, to research 
in the economic, social, and personal factors involved in 
physical disabilities, or to the professional training of 
physicians, nurses, social workers, therapists, and other 
personnel. Education has a much broader responsibility. 
If our curriculums are to be complete and are to meet the 
needs of tomorrow’s citizens, a place must be made for study 
and discussion of the handicapped both from the standpoint 
of the individually handicapped person and from the stand- 
point of the disabled as an economic, social, and political 
group. We inculcate students with the principles of com- 
mon courtesy and common sense in their relations with 
minority groups. We study and discuss economic, social, 
and political factors affecting such minority groups, but 
the greatest minority group of all, the physically handi- 
capped, have been forgotten in the classroom except for 
college courses in social disorganization. 

First and foremost, we must teach our students to look at 
a physical or emotional disability objectively and realize that 
it is not legs, arms, eyes, or the lack of them which makes 
an individual what he is. 

Naturally, among students, as among all of us, there is a 
certain amount of inquisitiveness concerning the unusual. 
A child who has handled an arm prosthesis in the classroom, 
has examined dentures or an artificial eye, has practiced 
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walking on crutches, or has tried on a hearing aid or braces 
will have his inquisitiveness brought out and satisfied rather 
than fettered to a point that it eventually becomes morbid 
curiosity. Those who work with the disabled know that 
when a disabled person learns to view his disability objec- 
tively and dispassionately, his readjustment problems are 
minimal. We must endeavor to teach children to regard 
their interpersonal relations with handicapped persons in 
the same manner. The teachers who can do this will not 
only have contributed to a more satisfactory life for the 
disabled person with whom their students will come in 
contact but will have made a great contribution to that 
intangible, immeasurable factor of character education. 
Twenty-five years ago many persons with defective vision 
refused to wear eyeglasses because of an imagined social 
stigma. Today eyeglasses are accepted as matter-of-fact. 
Hearing aids are rapidly receiving the same acceptance. 
When other prosthetic devices are similarly accepted, many 
of the adjustment problems of the handicapped will 
disappear. 

Such teaching should not be limited to familiarity with 
prosthetic devices alone but should cover the larger field of 
evaluating a person on the basis of what he can do rather 
than what he cannot do. Many children know of the his- 
torical and contemporary personages who, although dis- 
abled or handicapped, attained prominence in government, 
industry, science, and the arts. The late Franklin D. 
Roosevelt, Beethoven, and Milton are remembered not for 
their disabilities but for their abilities. 

Students should be taught to realize that the rules of indi- 
vidual differences in all of us regarding color of hair, eyes, 
stature, abilities, likes, ambitions, desires, and habits, which 
give each of us a distinct and differing personality, apply. 
If a man is short of stature, he compensates for his lack of 
height, and if he is a well-adjusted person, he does not let 
his shortness become the dominant factor in his personality 
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and behavior. If a student is poor in mathematics, he 
makes up for this by developing other skills for which he has 
more aptitude, but he does not permit his inaptitude for 
mathematics to become the predominant factor in his behav- 
ior and outlook. Likewise, a handicapped person can learn 
to live within the limits of his disability and compensate by 
increasing other skills in order that he can carry on his 
everyday activities and vocation satisfactorily. When the 
handicapped person has learned this lesson well, he is so- 
cially adjusted despite his handicap. When the student 
learns his lesson, he needs no other “rules” to guide him in 
the everyday relations with the disabled and the handi- 
capped. 

During the past three years since the war’s end, tremen- 
dous advances have been made in medical rehabilitation, 
both in techniques and methods. This “third phase of med- 
icine” is a broad medical speciality that cuts across the 
disciplines of health, education, psychology, recreation, 
sociology, and vocations. Its implementation by such disci- 
plines is essential if medicine is to win its battle against the 
ravages of disease and disability. 





Howard A. Rusk, M.D., is Professor and Chairman, Department of Rehab- 
ilitation and Physical Medicine, College of Medicine, New York University- 
Bellevue Medical Center, and Associate Editor, The New York Times. 

Eugene J. Taylor is Instructor, Department of Rehabilitation and Physical 
Medicine, College of Medicine, New York University-Bellevue Medical 
Center, and on the editorial staff of The New York Times. 











WORKING TOGETHER FOR BETTER HEALTH 
EDUCATION 


Mabel E. Rugen 


Working together for the improvement of health-educa- 
tion programs in schools and communities is a practice that 
has long been advocated. Frequently in our enthusiasm to 
promote co-operation, co-ordination, and better working 
relationships between or among groups, however, the com- 
plexity of the process has been ignored. Individuals 
concerned with group planning and action—democracy at 
work—would do well to give greater consideration to the 
dynamics of the process and to the more scientific ap- 
proaches that are becoming accepted. The naive enthusiast 
unaware of these developments and of the psychological and 
sociological complexities of continuing group planning may 
stimulate disintegration rather than co-operation. He may 
be successful in arousing interest and promoting the im- 
portance of working together but unless he has the diplo- 
macy of the qualified social engineer his efforts may end 
there. There are many illustrations of what appeared to 
be co-operative planning and group action that have not 
stood the test of time. In studying these situations, there 
appears to be a lack of basic understanding regarding the 
elements involved in successful group work. The enthu- 
siasm of the moment or the aggression of a dynamic 
personality may have given the appearance of a successful 
program, but on closer analysis it has been observed that 
there was little real participation on the part of individuals 
on whom the continuance of the program depended. De- 
spite the relatively temporary nature of some of these 
ventures, however, much has been learned from them. 
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Ways of Working Together 


Emphasis on working together in schools to achieve the 
objectives of the educational program has increased in 
recent years. In the area of health education there has been 
the development of the health committee and more recently 
the health council. Committees have been composed entirely 
of school personnel; they have included teachers and pupils, 
they have consisted of representatives of community health 
agencies, parents, teachers, and pupils, or they have been 
limited to the professional staff in the school and community 
most concerned with the problems of health. Another type 
of committee, which has been emphasized particularly since 
the recent world war, has been the joint committee. Fre- 
quently this has been at the state level and often between the 
department of public instruction and the department of 
health. 

The health committee and health council are being given 
considerable attention at the national, state, and community 
levels and within schools or school systems. It is almost too 
early to determine the ultimate effectiveness of these coun- 
cils. At the present time there is considerable discussion 
concerning whether or not there should be separate councils 
or whether they should be parts of a general community 
council or in the school of the over-all curriculum committee. 

Then there are the informal relations that have always 
existed where individuals and groups have had a common 
interest. Illustrative of this are the informal relations be- 
tween teachers concerned with supplementing rather than 
duplicating each other’s instruction or in pooling their 
energies to solve common problems. At the community 
level much is being written about the importance of in- 
formal education and the utilizaton of autonomous groups. 
Such groups concerned with a common problem, for ex- 
ample, the raising of money for some community purpose, 
have worked together harmoniously in many communities 
for many years. , . 
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Joint Committees 


At the state level one of the most significant recent devel- 
opments has been the improvement of working relations 
between departments of public instruction and departments 
of public health. This has resulted frequently from the 
creation of joint committees and the sponsoring of health- 
education programs for the public. Perhaps one of the first 
states to have a joint committee was Michigan. The com- 
mittee started in 1921 and grew out of the interest of the 
state medical society and the University of Michigan to 
shorten the gap between health knowledge on the part of 
medical groups and health practice on the part of the lay- 
man. As this committee developed it included representa- 
tives from twenty-three different state agencies concerned 
with educational and health problems. It served as a means 
of stimulating curriculum-improvement activities in the 
area of school-health education and in establishing the prin- 
ciple of co-operative action for various state groups. The 
committee was officially dissolved in 1946 but the example 
it set during its twenty-five years of existence did much, it 
is felt, to establish the practice of co-operative planning 
among state agencies. 

Impetus was given to the principles expressed by this 
committee when the Michigan Community Health Service 
Project * was established during the second semester of the 
school year 1942-1943. This project aimed to improve the 
curriculum in health education in secondary schools by 
stressing the importance of group planning, functional 
health instruction, and greater utilization of community 
resources. In planning for this instruction, emphasis was 
placed on the use of health committees that included repre- 
sentatives from the teacher, pupil, parent, and local health- 
agency groups. Similar projects were made possible also 





1 Mabel E. Rugen, “Michigan Community Health Service Project,” Public 
Health Nursing, XXXVII (1945) 448-54. 
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through grants from the W. K. Kellogg Foundation and 
deveioped in more than twenty other states. 

Many of these states have established joint committees 
and some, particularly Ohio, California, Illinois, Texas, and 
Nebraska, have incorporated representation from the state 
teachers colleges into their planning groups. In Ohio, the 
state joint-planning group includes representatives from the 
departments of health, education, and welfare. In Illinois, 
a full-time executive secretary is employed to carry on the 
activities of the joint committee on health education. Some 
other states that have used this pattern for planning more 
effective health programs at the state and local levels include 
Alabama, Colorado, Connecticut, Georgia, Massachusetts, 
New York, North Carolina, Oregon, Tennessee, Virginia, 
Washington, and Wisconsin. The major purpose of these 
joint committees has been to clarify policies and responsibil- 
ities for the health of the school-age child and to pool 
thinking and resources so that the needs of children might 
be better met. 

Sometimes these committees have been an integral part 
of the state organizational plan for curriculum reorganiza- 
tion. This is the case in Michigan and Wisconsin where the 
curriculum materials on health for schools have been pro- 
duced entirely by committees composed of volunteer, largely 
professional, workers. At. the local level the curriculum 
committees concerned with the improvement of the general 
educational program to meet the needs of children have 
sometimes found themselves actively engaged in co-opera- 
tive health-education activities. This is illustrated in rural 
Bullock County, Georgia, and Appomattox County, Vir- 
ginia, where the interest in better rural education led to an 
extensive health-education program. 

The development of basic policies for health education 
as a joint enterprise is illustrated in the statements from 
California, Connecticut, and Ohio. Colorado developed 
standards for teacher observation of school children as a 
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joint committee activity and more recently through the 
efforts of dynamic Dr. Florence Sabin and her committees 
has aroused the entire state to improved public health. The 
story of Dr. Sabin is inspirational and illustrates how the 
interest and conviction of one person, basing a course of 
action on facts pertaining to the health needs of a group, can 
provide the spark for an entire state. Intelligent leadership 
is the key to successful group planning. Illinois’ * basic 
plan for health education resulted from joint action, and 
Washington’s * development of the school-health-service 
program came about in a similar way. Health-service 
activity has been a common area around which joint plan- 
ning has taken place. In some states legal responsibility for 
the school-health services is a joint responsibility. * Recent 
studies indicate also that more than thirty different states 
have pooled their efforts in the production of materials for 
school health and in the development of in-service education 
programs for teachers. All of the states studied felt that 
better health programs resulted as the departments of health 
and education learned to work together. ° 


The Health Council 


Health councils have been established under the sponsor- 
ship of community councils of social agencies, local health 
departments, and schools. Sometimes these councils are 
little more than committees of one kind or another but are 
called councils. They may function on the community, 


2 Joint Committee on School Health, A Basic Plan for Health Education and 
the School Program (Springfield: State Department of Public Instruction, 
1944). 

3 Joint Committee on School Health Program, Guide for the School Health 
Program (Seattle: Department of Public Instruction and Department of 
Health, 1947). ; 

*Cyrus H. Maxwell, “Administration of School Health Services,” School 
Life, XXX (1948), 628-29. 

5 Violet DuBois, A Study of the Correlated Programs of Health Education 
Conducted by State Departments of Health and State Departments of Educa- 
tion, 1946; and Merl I. Whorlow, A Study of State Plans for Health Edu- 
cation. (Unpublished master’s thesis, University of Michigan, 1946). 
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neighborhood, or school level. The Gunn-Platt report ° 
states the purposes of the community health council thus: 

The purpose of a health council is to co-ordinate so far as pos- 
sible the health thinking and planning of all the organizations, 
public, and private, concerned with public health, including, of 
course, the medical, dental and nursing professions. The council 
attempts to prevent overlapping and duplication. It studies the 
health needs of the community and endeavors to develop a com- 
munity-health program related to those needs. It attempts to 
stimulate public interest in public health problems and it may ren- 
der common services to the agencies and community in such fields 
as statistics, research and health education. It usually expresses 
itself upon matters of health legislation and tries to further sound 
measures and to defeat objectionable measures. ” 

Two of the outstanding health councils organized under 
councils of social agencies are the Public Health Federation 
of Cincinnati and Hamilton County and the Cleveland 
Health Council. The accomplishments of these councils for 
more than twenty years are impressive testimony of the 
effectiveness of group planning and action for better health. 
Bleecker Marquette discusses the function of the health 
council and suggests how health co-ordination in small 
communities may be equally successful. * 

The health council has sometimes functioned as a neigh- 
borhood health committee under the sponsorship of the local 
health department. This is illustrated in such areas as 
Detroit where the Daniel H. Williams Health Guild ° com- 
posed of Negro women carried on a significant program in 
tuberculosis case finding. Although this experiment was 
carried on more than ten years ago health guilds with 





® Selskar M. Gunn and Philip S. Platt, Voluntary Health Agencies (New 
York: Ronald Press, 1945), chap. vii. 

7 Tbid., p. 124. 

8 Bleecker Marquette. “Health Councils in Local Communities, 
Journal of Public Health, XXXVII (1947), 959-66. 

® Mary P. Connolly, “Helping the Negro to Help Himself,” Health Officer, 
III (1938), 19-22. 
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various purposes are still functioning in the city of Detroit 
and Wayne County. 

Both the cities of Boston and New York also have carried 
on significant projects involving participation of lay as well 
as professional groups. It is interesting to speculate upon 
the recent development of the Health Council of Greater 
New York with its district health committees and to wonder 
what effect the Department of Health Committees on 
Neighborhood Health Development and the East Harlem 
Health Center may have had. One of the pioneer illustra- 
tions of co-operative effort in a large city seems to have 
been that sponsored by the East Harlem Health Center. * 
Here was an early instance of more than twenty different 
neighborhood agencies pooling their resources for a more 
co-ordinated health program for the people in a section of 
our largest city. The principles illustrated seem to have had 
a lasting effect on subsequent developments in New 
York City. 

In New York the State Council on Health Teaching has 
a committee on school-health councils concerned with the 
promotion of such councils and the preparation of materials 
aimed to define more clearly the purposes and organization 
of such groups. The Nassau County School Health Council 
is one of the functioning groups. This council is composed 
of representatives from the various schools, many of whom 
have councils of their own, and county-health and lay 
groups. School administrators are taking an active part in 
these councils. Assistance has been given to the develop- 
ment of the county council by the Nassau County Tuber- 
culosis and Public Health Association. Parent-teacher 
associations as well as service clubs in the various com- 
munities have contributed their support to the functioning 
of these councils. 


10“A Decade of District Health Pioneering,” Ten Year Report of the East 
Harlem Health Center, (New York East Harlem Health Center and New 
York Chapter of American Red Cross, 1932.) 
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In one community a health council was organized in each 
of the elementary schools.** A health council composed 
largely of elementary-grade children representing their 
respective schools was organized. These children planned 
with their teachers, principals, parents, and health personnel 
how they might improve living conditions in their schools. 
The children assisted in the preparation of a check list to 
evaluate the environment in their schools. They carried on 
an experiment to show how unclean practices associated 
with drinking fountains, lavatories, and other facilities 
resulted in an increased bacterial count. They became inter- 
ested in a study of pupil illnesses and the ventilation and 
temperature of classrooms. They also decided to do some- 
thing about flies. Each of these projects was developed 
co-operatively among the teachers and their pupils. Plans 
of action were discussed in the council and functional 
learning experiences resulted. 


Conclusion 


Working together for better health education in schools, 
communities, and states is not a new idea. Illustrations of 
successful practice, some of which are still continuing, cover 
a span of at least twenty-five years. These pioneer efforts 
laid the foundation for the recent emphasis in better group 
planning. Whereas the idea of co-operation, co-ordination, 
and social planning twenty-five years ago may have seemed 
somewhat radical to many it has now become accepted as a 
sensible and realistic way of working. Multiplicity of agen- 
cies and duplication of effort has demanded, in the interests 
of economy and the fulfillment of our social objectives for 
better health for all the people, that the co-operative process 
be accepted as a rational way of working. The improve- 
ment of our techniques for doing this, however, is essential. 


11 Verre T. Johnston, “Pupils Share in Program Planning,” Public Health 
Nursing, XXXVII (1945), 465-67. 





Mabel E. Rugen is Professor of Health Education, University of Michigan. 
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Recent developments and research in the fields of group 
dynamics, psychology, and sociology, promise to lead us 
from an era of co-operation by trial and error to one in 
which our ways of working will be based on well-defined 
and experimentally derived procedures. 


THE SCHOOL—A HEALTH CO-ORDINATION 
CENTER 


Morey R. Fields 


In our democracy the chief function of the schoois is 
preparation for life. The realization of health as one of the 
primary objectives of education can be effected through the 
establishment of desirable health practices. Education has 
major responsibilities in training the individual to make 
proper choices toward that end. The school should attempt 
to do this through a well-rounded health program embrac- 
ing health instruction, health services, and healthful envi- 
ronmental living. 

The task of educating for health, however, goes beyond 
the confines of traditional curricula and calls for the utiliza- 
tion of every agency capable of enabling the child to gain 
an understanding of healthful living. Making this kind of 
education a reality needs participation from the home, the 
school, the church, and society in general. 

The home should properly assume basic responsibility for 
the health of the child. It is the primary social unit and as 
such has initial responsibility. If the family carries on its 
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share of health protection and guidance, the work of the 
school and other concerned agencies is greatly reduced. 

Lack of understanding and poverty in the family has 
caused the school and other community agencies to assume 
greater shares of this job. A good school-health policy con- 
siders the health of the entire child in his complete life’s sit- 
uation to be a paramount objective of the program. Health 
of children and their families is a problem for the commu- 
nity. Thus, it is not feasible for the school to achieve any 
goals in a successful school-health program without the co- 
operation of other community agencies. Conversely, the 
community is ineffective without the school. 

Every organization in the community can share in the 
school-health program. This would include civic, social, wel- 
fare, and religious, as well as the various health agencies. 
For general descriptive purposes these can be listed as offi- 
cial, private, and voluntary (nonofficial) groups. 

Official agencies are supported through public funds. 
They are basically concerned with the protection of the 
entire community and are legally required to enforce health 
regulations. This law-enforcement aspect is used as a last 
resort. Advisory and consultative services, as well as gen- 
eral information, are available from the official agencies. 
Generally they are good sources for health policies and edu- 
cational literature. 

Private groups are organizations of professional peoples 
such as physicians, dentists, nurses, etc., who support their 
organizations through membership funds. While they exist 
primarily to promote their professional and economic sta- 
tus, they also make direct approaches to health programs. 
Information, consultation opportunities, surveys, and other 
program aspects are just a few of their activities. 

The voluntary (nonofficial) agencies are supported by 
public donations and contributions, and generally have great 
influences in their respective communities. Generally they 
are secure financially, and free from restrictions and inhibi- 
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tions. They usually supplement the activities of the official 
agency. 

There is no indication that the school is uniquely equipped 
to carry out a health program exclusively; on the contrary, 
other community agencies can and do make specific contri- 
butions to the development of health knowledge, attitudes, 
and practices. If this is so, why is the school child not show- 
ing the effects of this bombardment from all facets of the 
community? Numerous theses can be advanced for this, 
such as: the lack of facilities, misinterpretation of method- 
ology, inability to meet needs, and others. One aspect that 
merits attention is the lack of co-ordination of educational 
contributions from concerned community agencies. 

Various programs of co-ordination can take place in the 
community. These range from total federal and state ef- 
forts to the restrictive activity now being carried out in 
some schools. The importance of bringing together all at- 
tempts toward improving the health of the child manifests 
itself through the optimal attention to the health needs of 
the individual, the provision of simpler administrative and 
supervisory actions, and placement of the importance of 
child health on a high level. 

Co-ordination implies the provisions of working together 
with specific lines of delineation. It should avoid the merg- 
ing of organizations, subordination of interest of individ- 
uals and groups, or authoritarian dictatorship from any one 
agency. It means an agreement upon the objective and ac- 
ceptance of activities and responsibilities. This can only be 
accomplished through a clear understanding of what is to 
to be done and a logical and acceptable appreciation of the 
capacities of each group. Present trends in co-ordination of 
health activities indicate that state and community-wide 
programs are growing throughout the country. Most inter- 
esting has been the rapid acceptance of health co-ordination 
in the schools. While the higher administrative levels of 
effort have significance, greater value is placed on the devel- 
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opment of the school-health co-ordinator. As more schools 
adopt a continued health program from grades one through 
twelve, the need for bringing together all agencies in the 
program will become more apparent. As in preschool edu- 
cation, the schools reach deeper and deeper into the early 
years of child health. It would not be amiss, then, to con- 
sider school-health co-ordination as one of the most valuable 
adjuncts to the development of the child into a self-direct- 
ing, self-disciplined, healthy individual. 

The school is interested in adult welfare as well as that of 
the child. Protection is sought for both pupils and teachers 
and, indirectly, for their families. In this way it can protect 
the health of its constituents and so facilitate the optimal 
development of citizens. However, it looks to the commu- 
nity’s health, police, and fire departments for maintenance 
of sanitation and safety since it legally cannot delegate such 
responsibility. 

The school has within its grasp the opportunity and re- 
sponsibility for so organizing its program as to provide 
optimal preventive and protective measures for students 
and teachers. How to carry out such a task successfully has 
plagued administrators for decades. One method is through 
the formation and effective working of a school-health coun- 
cil. Thus, all interested groups are brought together for a 
common objective. Yet each group maintains its own indi- 
viduality and prestige in such planning. United efforts then 
can provide for greater success through avoidance of dupli- 
cation and overemphasis of activities. 

If there is agreement on this premise, then the school- 
health co-ordinator, as one who is responsible for the suc- 
cess of the council may determine the success of the school- 
health program. Obviously, success or failure does not rest 
entirely upon this individual, for without co-operation from 
the school staff and community agencies, a program cannot 
succeed. 











THE SCHOOL—A HEALTH CO-ORDINATION CENTER 63 


All groups play equally important parts in the welfare of 
the child; therefore, these organizations are interested in 
making contributions to the school-health program, special 
interests notwithstanding. When they are under wise lead- 
ership, they will not superimpose their vested interests upon 
the schools. It can be reasoned that any school system that 
permits independent and disassociated programs from the 
outside to use the school child as an educational guiriea pig 
will not effectively serve the child, since disorganization in 
the educational process occurs. 

There is a closely merged relationship between com- 
munity and school-health programs. The most important 
community-health problems need emphasis in the school; 
community organization for solution of health problems 
cannot afford to overlook the tremendous force of the 
school. Agencies with common bonds cannot avoid joint 
planning. The need then is for co-ordination. Finally, it is 
axiomatic that if the school is to develop leadership in co- 
ordinated effort, it must provide such opportunities and 
personnel as is necessary. 





Morey R. Fields is Assistant Professor of Education, New York 
University. 











SOCIAL DISORGANIZATION 
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TEXTBOOK in social disorganization that defines 
A the subject as the breakdown of functional relations 
among persons to the point where the accepted tasks 
of their group are not fulfilled. The book adopts the 
viewpoint that disorganization begins with the social 
group and spreads to its individual members. The many 
forms in which disorganization manifests itself —family, 
political, neighborhood, religious, economic—are care- 
fully analyzed, and detailed applications are given of © 
the general principles stated in the introductory chapters. 
“Faris’s book is a distinguished text, and I am certain 
that it will find a large audience. I especially like the 
many intimate descriptions of problem situations it pro- 
vides.” says Professor Alfred McClung Lee, of Wayne 
University. 
481 pages, $4.50 
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By Davip E. Linpstrom, Professor of Rural Sociology, University 
of Illinois 








rural sociology provides a comprehensive survey of 

modern American rural life. Presented in national 
as well as regional settings, the problems which our in- 
creasingly complex civilization imposes on rural life are 
discussed in detail and related to the general sociology 
of our country. Throughout there is constant emphasis 
on the cultural and economic importance of rural life 
and its vital contributions to our national heritage. 
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